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1951 Annual Meeting* 


One of several very pleasant surprises awaiting 
me when I became Managing Director of the Na- 
tional Tuberculosis Association three short years 
ago was the manner in which committees of the 
NTA function. I had belonged to many organiza- 
tions and had served on many committees, but 
never had I observed committees which worked so 
hard and so devotedly as I found to be the usual 
custom with NTA committees. 

This seems to be particularly true of the Annual 
Meeting Program Committees on Medical Sessions, 
Medical Exhibits, Public Health Sessions, and Pub- 
lic Health Exhibits. These committees determine 
the program of the annual meeting. 

The General Chairman for the 1951 meeting is 
Dr. William G. Childress; the chairman of the 
Medical Sessions is Dr. Rufus F. Payne; of the 
Medical Exhibits Committee, C. Graham Eddy; 
of the Public Health Sessions, Richard L. Head; of 
the Public Health Exhibits Committee, Dr. Gran- 
ville W. Larimore. These chairmen, respectively, 
come from Valhalla, N. Y.; Rome, Ga.; Washing- 
ton, D. C.; Oakland, Calif., and Albany, N. Y. They 
come from a county tuberculosis hospital, a state 
tuberculosis hospital, the research and education 
service of a federal agency, a local tuberculosis as- 
sociation, and the health education office of a state 
health department. 

The members of these committees also come 
from all parts of the United States and are en- 
gaged in all aspects of tuberculosis control work. 
They come from official agencies and voluntary 
agencies; they are professional and non-profes- 
sional workers; they represent national, state, and 
local organizations, and the private practice of 
medicine. 

These committee members spend many, many 
hours of hard work in formulating a program 
which they feel is timely and in accordance with 
the needs and desires of those who will attend. 
They arrange to have the most outstanding clini- 
cians and scientists of the country present the lat- 
est information on advances in treatment and in 
medical research relating to tuberculosis. They ar- 
range for discussion by competent authorities of 
perplexing problems in the social and economic 
_ *James E. Perkins, M.D., Managing Director, NTA 
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aspects of tuberculosis. They arrange for the pres- 
entation and discussion of the use of the latest 
health education tools. Problems and suggested 
solutions to the numerous administrative problems 
involved in running a tuberculosis division of a 
health department, a tuberculosis hospital, a tu- 
berculosis nursing service, and a tuberculosis 
association are discussed. The committees attempt 
to strike a proper balance between speakers with 
the authority of many years of experience and the 
stimulating fresh viewpoint of newcomers to the 
field. An attempt is made to have each subject pre- 
sented in the manner best suited to enable those 
attending to get maximum benefit from the presen- 
tation—addresses, round tables, seminars, confer- 
ences, clinics. The climax is reached with the 
award of the Trudeau Medal to a person who has 
made outstanding contributions to the control of 
tuberculosis. Selection of the recipient is made by 
a committee consisting of the last five recipients 
of the award. 

The success of the efforts of the diversified mem- 
bership of these committees is indicated by the 
large attendance at annual meetings, and the en- 
thusiastic comments received at the close of the 
sessions. The committees start work immediately 

. . . Continued on page 46 
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Preliminary Program 


Joint Annual Meetings 


National Tuberculosis Association—47th Annual Meeting 
American Trudeau Society—46th Annual Meeting 
National Conference of Tuberculosis Secretaries—39th Annual Meeting 
Ohio Tuberculosis and Health Association—50th Anniversary 
Cincinnati, Ohio, Netherland Plaza Hotel—May 14-18, 1951 


MONDAY, MAY 14 


9:30 A.M.—12:30 P.M. 
Registration 
National Tuberculosis Association—Committees 
American Trudeau Society—Committees 
National Conference of Tuberculosis Secretaries—Com- 
mittees 
Tuberculosis Control Officers—All day meeting 
2:00 P.M.—5:00 P.M. 
National Tuberculosis Association—Committees 
American Trudeau Society—Committees and Council 
National Conference of Tuberculosis Secretaries—Com- 
mittees 
Tuberculosis Control Officers 
8:30 P.M.—10:30 P.M. 


National Conference of Tuberculosis Secretaries—Execu- 
tive Committee 


TUESDAY, MAY 15 


9:30 A.M.—12 NOON 
American Trudeau Society—Council 
National Conference of Tuberculosis Secretaries—Business 


Session 
Medical Motion Pictures 


12:30 P.M.—2:30 P.M. 


Ohio Trudeau Society—Luncheon 
Joun A. Prior, M.D., Columbus, Ohio, Chairman 


2:00 P.M.—5:00 P.M. 


National Conference of Tuberculosis Secretaries—Business 
Session 


Public Health Motion Pictures 


2:30 P.M.—5:00 P.M. 
Medical Section 


Symposium on Cortisone and ACTH 
EUGENE B. Ferris, M.D., Cincinnati, Ohio, Chairman 

Introductory Remarks Concerning the Nature and Ef- 
fects of ACTH and Cortisone—EUGENE B. FERRIS, 
M.D., Cincinnati, Ohio 

The Effect of ACTH on Pneumonia Induced with Tu- 
berculin in Sensitized Rabbits—O. M. REINMUTH; 
Davin T. SmitH, M.D., Durham, N.C. 

Some Effects of Cortisone on Experimental Tubercu- 
losis in Guinea Pigs—Davip M. SPAIN, M.D., Val- 
halla, N.Y. 

Constitutional Factors in Resistance to Infection: The 
Effect of Cortisone on the Pathogenesis of Tuber- 
culosis—Max B. LuRIE, M.D.; PETER ZAPPASODI; 
ARTHUR M. DANNENBERG, JR., M.D.; IRENE B. 
Swartz, Philadelphia, Pa. 

The Influence of Cortisone on Experimental Tubercu- 
losis—MARTIN M. CUMMINGS, M.D., Chamblee, Ga. 

The Effect of ACTH and Cortisone on Sarcoidosis— 
Max MICHAEL, JR., M.D., Chamblee, Ga. 


The Clinical Effects of ACTH and Cortisone in Tuber- 
MUSCHENHEIM, M.D., New York, 


8:00 P.M.—10:09 P.M. 
American Trudeau Society—Business Session 


8:30 P.M.—10:30 P.M. 
Conference on Personnel Practices 


Discussion of Various Problems of Recruitment, Train- 
ing, and Personnel Practices 
R. WINFIELD SMITH, Philadelphia, Pa., Chairman 
Participants—ELLEN Boyce, St. Louis, Mo.; PAUL 
WILLIAMSON, Des Moines, Iowa; Louis DREXLER, 
New York, N.Y. Other participants to be an- 
nounced. 


Conference on Industrial Health 
A Four-Way Plan for Industrial Health 
CHARLES A. FRECK, Jamaica, N.Y., Moderator 
Participants to be announced. 


WEDNESDAY, MAY 16 
8:15 A.M.—9:15 A.M. 


Seminar on Collapse Therapy and Related Treatment 


JOHN H. SKAVLEM, M.D., Cincinnati, Ohio, Chairman 
—— N. HAYEs, M.D., Saranac Lake, 
Pneumoperitoneum—H. STUART WILLIs, M.D., McCain, 


Surgical Compression—THOMAS KINSELLA, M.D., Min- 
neapolis, Minn. 

Resection Therapy of Pulmonary Tuberculosis—JoHN 
S. HARTER, M.D., Louisville, Ky. 

Summary—JAMES J. WARING, M.D., Denver, Colo. 


Seminar on Rehabilitation 


BEN KININGHAM, Springfield, Ill., Chairman 
Rehabilitation in the State Association Program—BEN 
KININGHAM, Springfield, Ill. 
Rehabilitation in the Local Program—A. R. Musson, 
Pontiac, Mich. 


9:30 A.M.—12 NOON 


National Tuberculosis Association—Board of Directors 
Medical Section 
Laboratory and Other Basic Research 
WILLIAM H. FELDMAN, D.V.M., Rochester, Minn., Chair- 
man 
Experimental and Clinical Studies on the Hemagglu- 
tination Reaction in Tuberculosis—Speaker to 
: be announce 
Discussor—PavL A. BUNN, M.D., Syracuse, N.Y. 
Analysis of the Ventilatory Defect by Timed Capacity 
Measurements—EDWARD A, GAENSLER, M.D., Mat- 
_ tapan, Mass. 
Discussor—FRANK PRINCI, M.D., Cincinnati, Ohio 
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Delayed Examination of Gastric atte ir Tu- 
ercle Bacili—H. M. VANDIVIERE, A 
C. EDWIN SMITH, Rome, Ga. 

Association of Tuberculosis with Other Diseases— 
M.D., Olive EDWARD 


Race—JosEPH D. ARONSON, M.D.; MarTIN J. 
Soxotorr, M.D., Philadelphia, Pa. 
EUGENE Wooprurr, M.D., Northville, 
ich. 
In Vivo Observations on the Effect of Cortisone on Ex- 
i Tuberculosis Using the Rabbit Ear 
Chamber Technique—Rosert H. EBerT, M.D., 
Chicago, 


Public Health Motion Pictures 
Conference on Health Education 


How Can We Make Our Health Education Programs 

More Effective? 

A symposium on the psychology of adult learning, 
reaching persons with low reading ability, finding 
and working with leaders in the community, or- 
ganizing the community to reach high mortality 
groups, and developing programs with unorgan- 

ups. 
FRANK W. WEBSTER, Raleigh, N.C., Chairman 

Participants—ROBERT LUKE, Washington, D.C.; RUTH 
Grout, PH.D., Minneapolis, Minn.; BLANCHE MIL- 
LER, Cincinnati, Ohio; W. W. BAusr, M.D., Chi- 
cago, Ill. 


Conference on Tuberculosis Nursing 


Meet Bill Smith—Husband, Father, and Neighbor 
A socio-drama written and presented by the Crosle 
Broadcasting Corporation, Cincinnati, Ohio, wit 
the professional advice of the Nursing Conference 
Program Planning Committee 
LAURA ROSNAGLE, Cincinnati, Ohio, Chairman 
Participants—General Hospital Nurse—SISTER MARY 
ANTHONY, Covington, Ky.; Public Health Nurse— 
MyrtLe Cross, Nashville, Tenn.; Clinic Nurse— 
To be announced; Tuberculosis Hospital Nurse— 
KATHERINE F. MULLANE, Rutland Heights, Mass. 
Discussion from the floor 
Moderator to be announced 


Summary—Mrs. CorLiss WILLIAMS, Cincinnati, Ohio 


12:30 P.M.—2:30 P.M. 


Ohio Tuberculosis and Health Association—Luncheon 
50th Anniversary Celebration 


M. Morean, PH.D., Alliance, Ohio, Chairman, 
50th Anniversary Committee, Presiding 
Introduction of honorary members and guests 


The Tuberculosis Movement—Its Accomplishments 
and Opportunities—HERBERT R. EDWARDS, M.D., 
New York, N.Y. 


2:30 P.M.—5:30 P.M. 
National Tuberculosis Association—Board of Directors 
Medical Section 


Clinical Session 
Dona.p S. M.D., Brookline, Mass., Chairman 
The Present Status of Antimicrobial Agents in Tuber- 
culosis—HENRY WELCH, M.D., Washington, D.C. 
Prolonged Therapy of Pulmonary Tuberculosis with 
Combined Streptomycin and PAS—NIcHoLas D. 
D’Esopo, M.D., Sunmount, N.Y. 
Discussors—Kirsy S. How.ert, JRr., M.D.; JoHN B. 
O’CoNnNOR, M.D., Shelton, Conn. 
Factors Influencing the Selection and Management of 
Artificial Pneumothorax—Statistical Analysis of 
605 Cases—RoGeR S. MITCHELL, M.D., Trudeau, 
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Tuberculosis Among Diabetics: The Philadelphia Sur- 


vey—Davip A. Cooper, M.D.; KATHARINE A. 
Boucot, M.D.; Epwarp S. M.D.; 
MEIER, M.D.; RUSSELL RICHARDSON, M.D., Phila- 
delphia, Pa. 
Discussor—THOMAS P. SHARKEY, M.D., Dayton, Ohio 
Long Term Follow-Up of Primary Tuberculosis in 
— M. LINCOLN, M.D., New York, 


Discussor—J. ARTHUR Myers, M.D., Minneapolis, 


Minn. 

The Pathologic Physiology of Tuberculeus Cavities—H. 
McLEop RiGccins, M.D.; RoBert P. GEARHART, 
M.D., New York, N.Y. 


Conference on Seal Sale 
Wiu1amM B. MATTHEWS, Baltimore, Md., Chairman 
The Pitfalls of Polls and Sampling—PAavut B. SHEATS- 
LEY, Chicago, IIl. 
Displays and How to Use Them—N. J. LEIGH, New 
York, N.Y. 


Conference on Rehabilitation 


Social Security Amendments and Their Effects on Tuber- 
culosis Control (Public Law 734) 
Chairman to be announced 
Participants to be announced 


8:30 P.M.—10:00 P.M. 
General Meeting 

Report of the Committee on Nominations—Byron F. 
FRANCIS, M.D., Seattle, Wash. 

Report of the Executive Office—JAmMEsS E. PERKINS, 
M.D., New York, N.Y. 

Presidential Addresses—DAvip T. SMITH, M.D., Na- 
tional Tuberculosis Association; Grover C. BEL- 
LINGER, M.D., American Trudeau Society; MABEL 
BAIRD, National Conference of Tuberculosis Sec- 
retaries. 

Award of the Trudeau Medal—FLORENCE R. SABIN, 
M.D., Denver, Colo. 


10:00 P.M.—1:00 A.M. 
National Conference of Tuberculosis Secretaries—Dance 


THURSDAY, MAY 17 
8:15 A.M.—9:15 A.M. 


Seminar on Chemotherapy 


Panel discussion on the drug treatment of tuberculosis 
WiuiaM B. Tucker, M.D., Minneapolis, Minn., Chairman 
Participants to be announced 


Seminar on Health Education 
How Can We Encourage Programs for Patient and Fam- 
ily Education in Tuberculosis? 
HERBERT R. EDWARDS, M.D., New York, N.Y. Chairman 
Participants—Mary H. EMBERTON, R.N., Denver, 
Colo.; CHARLOTTE KERR, R.N., Washington, D.C. 


Seminar on Veterans Services 
a“ of the Tuberculosis Associations in VAVS Activi- 
es 


Marion Dovuc.as, R.N., Hartford, Conn., Chairman 
Participants—JAMES H. PARKE, Washington, D.C.; 
TAGGART EVANS, Wilmington, Del.; Mrs. Curtis 
W. BALpwin, Asheville, N.C.; ANDREW W. Kovacs, 
— Pa.; EMMELINE J. RENIS, Houston, 
Texas. Other participants to be announced 


9:30 A.M.—12:30 P.M. 
Medical and Public Health Sections—Joint Session 


WILLIAM G. CHILDRESS, M.D., Valhalla, N.Y., Chairman 
Importance of Respiratory Diseases—ALEXANDER D. 
LANGMUIR, M.D., Atlanta, Ga. 


New Developments in the Treatment and Control of 
L. Witson, M.D., New Or- 
eans, 

Tuberculosis and National Defense—RoBERT J. ANDER- 
SON, M.D., Washington, D.C. 

The Early Detection of Chronic Diseases—MORTON L. 
LEVIN, M.D., Chicago, 

A Report of Research S and Financed by the 
National Tuberculosis Association—ESMOND R. 
LonG, M.D., Philadelphia, Pa. 

Summary—JAMEs E. PERKINS, M.D., New York, N.Y. 


Medical Motion Pictures 


2:00 P.M.—5 :00 P.M. 
Medical Section 
Surgery 
Burr NOLAN C M.D., Cincinnati, Ohio, Chairman 
The Fate of the Residual Lobe Following Previous 
Lebectomy—EARLE B. Kay, M.D.; HAVEN M. PER- 
M.D.; PHILIP CRASTNOPOL, M.D., Cleveland, 
io 
Reconstruction of Tracheal and Bronchial Defects by 
Means of Dermal Graft—DOoNaLp L. PAULSON, 
M.D.; RoBert R. SHAw, M.D., Dallas, Texas 
Symposium on the Treatment of Pulmonary Tuberculosis 
JOHN ALEXANDER, M.D., Ann Arbor, Mich., Moderator 
Basic Principles of Successful Treatment—JOHN ALEX- 
ANDER, M.D., Ann Arbor, Mich. 
The Small Pulmonary Lesion (Medical)—J. BuRNS 
AMBERSON, M.D., New York, N.Y. 
The Small Pulmonary Lesion (Surgical) —J. MAXWELL 
CHAMBERLAIN, M.D., New York, N.Y. 
The Advanced Pulmonary Lesion (The Place of Thor- 
eae D. STEELE, M.D., Milwaukee, 


is. 

The Advanced Pulmonary Lesion (The Place of Resec- 
tion)—NORMAN J. WILSON, M.D., Brookline, Mass. 

Basie Pathologic Concepts—EpGar M. MEDLAR, M.D., 
Tupper Lake, N.Y. 


Public Health Section 
Permanent Control Facilities 
BLEECKER MARQUETTE, Cincinnati, Ohio, Chairman 
How Can the Tuberculosis Association Assist in: 
Establishment and Maintenance of Adequate Official 
Health Services (Health Department; Case Reg- 
ister; Tuberculosis Hospitals) —-HARALD M. GRAN- 
ING, M.D., Chicago, Ill. 
Formation of an Adequate Health Council—W. T. 
SANGER, PH.D., Richmond, Va. 
Improved Standards of Living: 
Welfare Services (Compensation; Social and Economic 
Security)—CLARENCE W. KEHOE, Springfield, IIl. 
Housing—N. S. KEITH, Washington, D. C. 
Permanent Tuberculosis Control Procedures on a Na- 
tional and World-Wide Basis—HERBERT L.. MANTZ, 
M.D., Kansas City, Mo. 


4:30 P.M.—5:30 P.M. 
National Tuberculosis Association—Board of Directors 


8:30 P.M.—10:30 P.M. 
Medical Section 
X-ray Conference—Dedicated to the memory of Kennon 


Dunham, M.D. 
Davin W. HEUSINKVELD, M.D., Cincinnati, Ohio, Chair- 


man 

Participants—CarL W. TEMPEL, M.D., Denver, Colo.; 
Pau. H. HouLincer, M.D., Chicago, Ill.; ELMER R. 
Maurer, M.D., Cincinnati, Ohio; HENry C. 
SwEAny, M.D., Jacksonville, Fla. 


Conference on Public Relations 


The Role of Civic, Veterans, and Fraternal Organizations 
in Tuberculosis Contro 
GERTRUDE ECKHARDT, R.N., Hackensack, N.J., Chairman 
Discussors—EDWARD J. WALTON, Brooklyn, N.Y., 
Junior Chamber of Commerce; Mrs. SAIDIE ORR 
DunsBar, Portland, Ore., Federation of Women’s 


Clubs; Mrs, EVELYN MCCASLIN, Cuyahoga Falls, 
Ohio, Women’s Auxiliary of AMVETS; Lyte B. 
Sterling, Ill., Men’s Service and Fraternal . 
roups 
Summary—JAMEs F. BELL, London, Ohio 


Tuberculosis Public Health Nursing Consultants 
Discussion of problems facing tuberculosis nursing con- 
sultants in the public health field. Successful tech- 
niques and procedures explained by means of audience 
participation 
JEAN SouTH, R.N., New York, N.Y., Chairman 
National Conference of Tuberculosis Secretaries—Execu- 
tive Committee 


FRIDAY, MAY 18 
8:15 A.M.—9:15 A.M. 


Seminar on Health Education 
What Are Our Opportunities in Health Education with 
Business and Industrial Groups? 
JoHN A. Louis, Columbus, Ohio, Chairman 
Participants—MARIE GOULETT, Rochester, 
GEORGE KAVNER, Paterson, N.J. 
Seminar on Rehabilitation 
Review of Wednesday Morning Seminar by the Chairman 
Open Discussion by State and Local Executive Secre- 


taries 
ROBERT BARRIE, Richmond, Va., Chairman 


9:30 A.M.—12:30 P.M. 


Medical Section 
Nontuberculous Diseases of the Chest and Related Mat- 
ters 
Rosert KEHOE, M.D., Cincinnati, Ohio, Chairman 
The Benign Pneumoconioses—Oscar A. SANDER, M.D., 
Milwaukee, Wis. 
an: ee J. VORWALD, M.D., Saranac Lake, 


N.Y. 

Tuberculosis in Anthracosilicosis—PETER A. THEODOS, 
M.D.; BurGess L. GORDON, M.D., Philadelphia, Pa. 

Discussor—T. F. Hatcu, Pittsburgh, Pa. 

Implications of Polluted Air in Chronic Respiratory 
and Cardiac Disorders—CLARENCE A. MILLS, M.D., 
Cincinnati, Ohio 

Miliary Granulomatous Pneumonitis in a Group of 
Men Exposed to Pigeon Excreta—ALBERT B. 
SaBIN, M.D., Cincinnati, Ohio 

Discussor—CaptT. JACQUES L. SHERMAN, JR., M.D., Sil- 
ver Spring, Md. 

Granuloma of the Lung: A Problem of Differential 
Diagnosis—C. ALLEN Goop, M.D.; Oscar T. 
CLAGETT, M.D., Rochester, Minn. 

Discussor—JUuLIus L. WILSON, M.D., New Orleans, La. 


Public Health Section 
Problems Resulting When Home Care of the Tuber- 
culous Is Necessary 
Panel discussion 
A. W. DENT, New Orleans, La., Chairman 
Participants—HAROLD G. TRIMBLE, M.D., San Fran- 
cisco, Calif.; JULIAN C. SIppLE, Savannah, Ga.; 
LEON H. HETHERINGTON, M.D., Baltimore, Md.; 
K. W. GRIMLEY, Birmingham, Ala.; PEARL Mc- 
IveER, R.N., Washington, D.C.; FRANCES CLAY, 
Houston, Texas 


Public Health Motion Pictures 


2:30. P.M.—5:00 P.M. 
American Trudeau Society—Council 


Consultation with the various services of the National 
Tuberculosis Association will be available throughout 
the meeting 
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RICHARD L. HEAD, 
Public Health Sessions 


WILLIAM G. CHILDRESS, M.D., 
General Chairman 


RUFUS F. PAYNE, M.D., 
Medical Sessions 


Health Fellowships 
NTA offers to co-sponsor 
grants for graduate study in 
health education 


To help meet the need for trained 
health educators in state and local 
tuberculosis associations, the Na- 
tional Tuberculosis Association is 
again offering fellowships for grad- 
uate study in health education. 

The fellowships, which are of- 
fered for co-sponsorship by state 
and local associations, are for study 
during 1951-1952 at one of the 
seven schools accredited by the 
American Public Health Associa- 
tion. 

Two types of fellowships are 
being offered this year: 

Class A—consists of a grant of 
$1,000 by the NTA, with the co- 
sponsoring association granting an 
amount not to exceed $1,000. 

Class B—consists of a grant 
equivalent to tuition and other uni- 
versity fees by the NTA, with the 
co-sponsoring association granting 
an amount not to exceed the dif- 
ference between such fees and 
$2,000. 

Applicants for fellowships must 
first submit credentials to one or 
more of the schools listed below and 
be accepted for the 1951-1952 school 


year before being considered for a 
fellowship grant. Applications for 
the fellowships may then be re- 
quested through the state tubercu- 
losis association and submitted 
through them to the NTA not later 
than April 22. 

Application may be made to the 
following schools: University of 
California School of Public Health, 
Berkeley 4, Calif.; Columbia Uni- 
versity School of Public Health, 
New York 32, N.Y.; Harvard Uni- 
versity School of Public Health, 
Boston 15, Mass.; University of 
Michigan School of Public Health, 
Ann Arbor, Mich.; University of 
Minnesota School of Public Health, 
Minneapolis 14, Minn.; University 
of North Carolina School of Public 
Health, Chapel Hill, N.C.; Yale Uni- 
versity Department of Public 
Health, New Haven, Conn. 


* 
CHRONIC ILLNESS TOPIC 
OF MARCH CONFERENCE 


The Commission on Chronic IIl- 
ness will hold its first national 
conference in Chicago, March 12-14 
under the joint sponsorship of the 
U.S. Public Health Service and the 
National Health Council. 

Attended by representatives of 
national voluntary and official agen- 
cies, professional organizations, and 
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individuals working in all fields 
related to the problems of chronic 
illness, the conference will seek to 
determine how the chronic disease 
problem can be attacked through 
prevention and early detection. 


Present day scientific knowledge 
of major chronic diseases will be 
reviewed by the conference. Prac- 
tical application of this knowledge 
to community case-finding and pre- 
vention programs will be considered 
by five working committees: evalua- 
tion of scientific data, prevention in 
medical practice, professional in- 
formation and training, community 
organization and training services, 
and public information. © 

The Commission on Chronic IIl- 
ness was established in 1949 by the 
American Medical Association, 
American Hospital Association, 
American Public Health Associa- 
tion, and the American Public Wel- 
fare Association. It is supported fi- 
nancially by grants from the Amer- 
ican Cancer Society, American 
Heart Association, American Med- 
ical Association, National Founda- 
tion for Infantile Paralysis, Na- 
tional Society for Cripple Children 
and Adults, New York Foundation, 
U. S. Public Health Service, and 
the National Tuberculosis Asso- 
ciation. 


| 
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The Value of Annual Meetings 


Whether Local, State, or National, a Well-Planned 
Meeting Builds Public Good Will and Adds to Knowl- 
edge of Those in Attendance 


By MRS. DONALD HELD 


ITING an article about an- 
nual meetings is a bit like 
writing an article on money. With 
both, we are dealing with relative 
values. The value of money depends 
upon the state of a nation’s finances. 
In like fashion, the value of annual 
meetings depends upon the quality 
of the year’s work, for the meeting 
will reflect the accomplishments and 
the shortcomings of the associa- 
tion’s program. 

Annual meetings are both a re- 
sponsibility and an opportunity. 
They are a responsibility because 
we owe the members of our associa- 
tion and the people of the commu- 
nity, state, or nation, depending 
upon the sphere of our activity, an 
accounting of how we have expend- 
ed Christmas Seal funds contribut- 
ed by them. The annual meeting is 
also an opportunity for us to bring 
before the people the most pressing 
needs of the moment and to build up 
better public relations through cre- 
ating better understanding of our 
work. 


Good or Bad 

Whether local, state, or national, 
annual meetings can be good or bad. 
There is a temptation to classify 
some as “indifferent,” but meetings 
which fade into the grey zone of 
mediocrity are really poor meetings. 

There are two parts to an annual 
meeting. One is business, the other 
is program. Both are important. At 
the business session, reports of the 
various committees are made, the 
financial statement for the year is 
presented, officers are elected. These 
are routine, but necessary. 

The part of the meeting devoted 
to program presents an opportunity 
for greater variety and the success 
of this phase of the meeting is the 
real test of the value of the meeting 
as a whole. Three objectives should 


be kept in mind in planning this 
part of the meeting—education, 
stimulation, and evaluation of the 
association’s program. 


Help Available 

There really isn’t anything so 
complicated about planning an an- 
nual meeting. But if we are having 
difficulty in getting started, there is 
material available to help us. For 
example, the booklet, “Some Sug- 
gestions for Writing Health Mate- 
rials,” written by Edgar Dale and 
Hilda Hager and published by the 
National Tuberculosis Association, 
has a number of suggestions which 
fit into the planning of an annual 
meeting as aptly as they do into the 
writing of a pamphlet. If we take a 
look at the section on “Basic Writ- 
ing Techniques,” we shall find that 
we have seven excellent tips on 
points to keep in mind in planning 
our meeting program: 

1—Define your audience 

2—Define your purpose 

3—Make sure that the logic of the 
material is clear 

4—Break up your material into 
digestible parts 

5—Keep vocabulary as familiar 
as possible 

6—Summarize and repeat at ap- 
propriate points throughout the ma- 
terial 

7—Individualize your approach. 


Blueprinting the Meeting 

These points suggest a technique 
for drawing the blueprint of the 
meeting. Yes, they are presented in 
the booklet as a technique for writ- 
ing, but actually they deal with or- 
ganization of material and are, 
therefore, basic to any planning. 
They also provide a convenient 
checklist. 

Suppose we study our seven 
points in greater detail. 


First, defining our audience. The 
composition of the audience will 
vary, depending upon whether the 
meeting is that of a local, state, or 
national association. 


Attendance Varies 

Annual meetings of local associa- 
tions are usually attended by board 
members, heads of various agencies, 
doctors, nurses, workers, some other 
community leaders, and a sprinkling 
of the general population. There is 
at least one thing which all these 
people who make up the audience 
have in common—an interest in the 
locality where the association oper- 
ates. Therefore, the community (or 
county) “slant”? must be kept in 
mind throughout the planning of 
the program. 

The annual meeting of thé state 
association will undoubtedly be at- 
tended by more professional people 
—doctors, tuberculosis workers, and 
representative directors who have a 
good grasp of the tuberculosis prob- 
lem in the state. There is less heter- 
ogeneity here than at a local meet- 
ing, but the “community” serves a 
larger area and has a greater diver- 
sity of problems. However, the state 
meeting frequently extends over a 
full day or into the second day and 
takes on the hue of a workshop or 
institute. This permits several 
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types of sessions, planned to inter- 
est the different types of persons at- 
tending. 


There is still greater diversity of 
problems of concern to the persons 
attending the annual meeting of the 
National. But here, too, there is op- 
portunity for greater variety in the 
program. The meeting usually cov- 
ers four days, with additional time 
set aside for committee meetings. 
The majority of people attending 
are professional — doctors, nurses, 
and health workers. The commit- 
tees in charge of the program at- 
tempt to plan sessions which will be 
stimulating and helpful to all the 
groups. At the same time, there is 
time for conferences and for consul- 
tation services. 


Of utmost importance to the suc- 
cess of any annual meeting is the 
committee in charge of arranging 
the program. Careful thought 
should go into the selection of this 
committee, since it has the final de- 
termination of the subjects to be 
discussed and the selection of per- 
sons to discuss those subjects. This 
committee may be a very small one, 
as is usually the case with the local 
association, or it may be a large one, 
with subdivisions, such as is re- 
sponsible for planning the annual 
meeting of the NTA. Regardless of 
its size, however, the program com- 
mittee has an extremely important 
role. 


Second, defining our purpose. 
Why do we have annual meetings? 
Some organizations hold annual 
meetings from force of habit. But 
isn’t the real purpose of an annual 
meeting, be it national, state, or lo- 
cal, to give an accounting of our 
stewardship over the preceding 
year, to review our present program 
and methods, and to plan for the fu- 
ture? This is the general purpose 
of the meeting. In addition, there is 
usually some specific point we want 
to get across. A local association, 
for example, may want the people of 
the community to realize the need 
for a group X-ray survey, or the in- 
troduction of a health program in 
the schools. Thus, before planning 


the program, we must know our 
purpose. 

Third, making sure that the logic 
of the material is clear. The pro- 
gram must be so planned and pre- 
sented that the facts which we want 
to get across are clearly understood 
by our audience. This means that 
speakers must be carefully chosen, 
on the basis not only of their knowl- 
edge of the subject, but also of their 
ability to present the subject clearly 
and convincingly. 


Fourth, breaking up the mate- 
rial into digestible parts. In other 
words, do not cram too much down 
your audience. It is better for peo- 
ple to leave the meeting with one or 
two ideas firmly impressed upon 
their minds than for them to be 
confused by a multiplicity of proj- 
ects. With state and national meet- 
ings, the arrangement of the pro- 
gram into sessions of one kind or 
another is usually sufficient safe- 
guard that the material will be brok- 
en up into “digestible parts.” If the 
local association has only an after- 
noon or evening for its meeting, the 
“digestibility” of the program can 
be protected by having two short 
talks instead of one long one, by a 
break between the business session 
and the rest of the meeting. 


Fifth, keeping vocabulary as fa- 
miliar as possible. Two points are 
involved here—subject matter and 
presentation. The program must be 
built around subjects understood by 
the audience and the speakers 
should be persons who will speak in 
language familiar to the audience. 
For example, if a talk on collapse 
therapy is planned for a non-medi- 
cal group, the subject should be as- 
signed to a physician who can ex- 
plain treatment in terms readily 
understood by lay persons. 


Sixth, summarizing and repeat- 
ing at appropriate points through- 
out. In other words, don’t let the 
people at the meeting forget the 
purpose of the meeting. 

Seventh, individualizing your ap- 
proach. Annual meetings do not 
have to be dull affairs, exactly the 
same each year. Perhaps there is 
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more opportunity for variety in the 
form of the meeting if it is local or 
state, than if it is national. If you’ll 
forgive a personal reference, we did 
our last year’s annual meeting in 
the form of a play, with some tech- 
niques borrowed from radio. It 
didn’t alter our basic purpose, but 
it did liven things up a bit. 


But even with a large meeting, 
such as that of the NTA, there is no 
rule against change in the arrange- 
ment of the program. A glance at 
the preliminary program in this is- 
sue of the BULLETIN will reveal 
that several changes have been in- 
troduced in the plan of the 1951 
NTA Annual Meeting. 


This has been written largely 
from the viewpoint of planning the 
meeting and in all probability you 
have read nothing here that you 
didn’t already know. But there is a 
difference between knowing and us- 
ing, between theory and practice. 


Individual Gains 


And there is another “angle” to 
annual meetings. There’s the sub- 
jective side—what the individual 
gains from attending annual meet- 
ings. Every worker in the tubercu- 
losis field can present a fine list of 
arguments on why board members 
should attend annual meetings. But 
what about the value to the TB ex- 
ecutive in attending NTA annual 
meetings? Surely no one will deny 
that an NTA meeting is an excellent 
“refresher course.” It is education- 
al, it is stimulating, and it provides 
us with perspective in evaluating 
our program. As everyone who has 
ever attended an NTA annual meet- 
ing knows, its value lies not only in 
attendance at the formal sessions, 
but also in the exchange of experi- 
ence and ideas in informal discus- 
sions with other people in the same 
field of work. 


The annual meeting is an integral 
part of a tuberculosis control pro- 
gram, whether local, state, or na- 
tional. It is a valuable instrument, 
a two-edged tool that can be used to 
further good public relations and 
our own education. 


b 


Pneumoperitoneum in TB Treatment 


Relaxation of Diseased Lung Is Objective of Controversial 
Procedure — Value Has Been Clearly Demonstrated for 
Certain Types of Tuberculosis Cases 


By KIRBY S. HOWLETT, JR., M.D. 


HE PRESENT era is replete 

with major innovations in the 
treatment of tuberculosis. In spite 
of competition for the attention and 
interest of the physician, pneu- 
moperitoneum continues to provoke 
the discussion and controversy usu- 
ally accorded a newcomer to this 
field. This, in itself, is a matter of 
considerable interest for the pro- 
cedure is by no means new. First 
employed for the symptomatic treat- 
ment of intestinal tuberculosis, then 
largely abandoned, pneumoperitone- 
um was subsequently recommended 
by Banyai for treating pulmonary 
tuberculosis almost 20 years ago. 
It has been used to some extent 
ever since. Yet almost two decades 
of experience have not yet served 
to define clearly the legitimate place 
of pneumoperitoneum among our 
therapeutic resources. 

Therapeutic pneumoperitoneum 
is produced by the instillation of 
air through a needle into the ab- 
dominal cavity in much the same 
way as air is introduced into the 
chest by pneumothorax. This air 
fills the space which surrounds the 
abdominal organs and which is 
separated from the lungs, the heart, 
and the other contents of the 
thoracic cavity by the diaphragm. 
The space within the abdomen is 
lined by a membrane called peri- 
toneum and it is from this that the 
term pneumoperitoneum is derived. 


Relaxation of Lung 


In pneumothorax the object is to 
produce relaxation of a tuberculous 
lung by the direct action of the air 
which surrounds it and allows the 
lung to collapse. In pneumoperi- 
toneum, also, the object is relaxa- 
tion of a diseased lung. Here, how- 
ever, the air cannot act directly 
upon the lung because it is sep- 
arated from it by the diaphragm. 


It can act upon the diaphragm, how- 
ever, increasing the pressure be- 
neath it and causing it to rise to 
a position higher in the chest. This 
elevation of the diaphragm reduces 
the size of the thoracic space be- 
tween the fixed apex at the top and 
the diaphragm below, which is the 
space in which the lungs are lo- 
cated. When this space is reduced 
in size the lungs are allowed to 
retract to a smaller size and re- 
laxation results. 


Overcoming Resistance 


The diaphragm is fixed at its 
periphery and is composed largely 
of a sheet of muscle covered on the 
top, or chest side, with pleura; on 
the bottom, or abdomen side, with 
peritoneum. This structure offers 
considerable resistance to the 
stretching which is necessary if 
elevation is to be accomplished. The 
resistance to stretching can be 
markedly diminished, however, if 
the muscle of the diaphragm is par- 
alyzed by interrupting its nerve 
supply. The nerve supply to the 
right or left half of the diaphragm 
can be readily interrupted by crush- 
ing the phrenic nerve in the corres- 
ponding side of the neck. Hence, 
phrenic paralysis is often used in 
combination with pneumoperitone- 
um in order to increase the amount 
of pulmonary relaxation or “col- 
lapse” on the side of major disease. 
Even the unparalyzed diaphragm 
can usually be stretched sufficiently 
to produce some reduction in the 
volume of the overlying lungs, al- 
though quantitatively there is con- 
siderable variation in this relaxing 
effect in different patients. 

In discussing therapeutic pneu- 
moperitoneum, comparisons with 
therapeutic pneumothorax inevi- 
tably arise. The analogies just 
mentioned lead naturally to such a 


comparison. Moreover, the two pro- 
cedures share a number of virtues 
and a number of deficiencies. Both 
are simple procedures which are 
readily administered medically and 
which do not involve the immediate 
trauma and shock of such major 
surgical procedures as_ thoraco- 
plasty and pulmonary resection. 
Hence, either pneumothorax or 
pneumoperitoneum can often be 
applied in situations where treat- 
ment by bed rest alone is inadequate 
but where major surgery does not 
appear suitable. For example, a 
patient may be too sick to tolerate 
a major surgical procedure without 
excessive risk; in another patient 
the magnitude of the problem may 
appear too small to warrant such a 
formidable attack as thoracoplasty 
or resection would involve. Yet in 
both situations there is often a 
clear need for collapse therapy of 
some type. 


Potentially Reversible 


Pneumothorax and pneumoperi- 
toneum also have in common the 
fact that both are potentially re- 
versible procedures. Hence, they can 
be administered with at least rea- 
sonable hope that the collapse effect 
produced by them will remain sub- 
ject to the control of the physician 
and that the collapsed lung will re- 
turn to its normal, or pre-treatment, 
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size and function when treatment is 
terminated. Unfortunately, this last 
hope is all too often unfulfilled, but 
it influences choice of therapy 
nevertheless. 


Problems of Pneumothorax 


For many years, and especially 
in the period extending roughly 
from 1930 to 1940, pneumothorax 
was regarded as the best form of 
collapse therapy available for the 
vast majority of patients. Its use 
was extensive and the procedure 
was applied freely to all sorts of 
patients with all kinds of pulmonary 
tuberculosis. Thoracoplasty was 
rarely employed except in patients 
in whom pneumothorax had been 
tried without success and resection 
of a tuberculous lung was deemed 
so hazardous as virtually to pre- 
clude its use. Some enthusiasts even 
went so far as to suggest that 
pneumothorax could serve as an ac- 
ceptable substitute for prolonged 
bed rest and that its widespread 
use might well make additional 
sanatorium beds unnecessary. Pneu- 
mothorax was, however, impossible 
in many patients because the dis- 
eased lung was adherent to the 
chest wall. Moreover, as time went 
on, it became increasingly apparent 
that pneumothorax, even when it 
could be induced, entailed a con- 
siderable danger of complications, 
some of which were more serious 
and more difficult to manage than 
the pulmonary tuberculosis itself. 
Certainly the over-all results from 
widespread use of pneumothorax 
were far inferior to what had been 
expected. 

As the result of this experience, 
the popularity of pneumothorax 
waned markedly. In some clinics 
enthusiasm for pneumothorax was 
rapidly replaced by such aversion 
that the procedure was carefully 
avoided in all but exceptional cir- 
cumstances. In other clinics it was 
realized that many of the complica- 
tions and poor results were due to 
employment of pneumothorax in 
patients unsuitable for such treat- 
ment and to a poor appreciation, 
originally, of some of the factors 


which govern the management of 
pneumothorax. In these clinics 
physicians continued to use pneu- 
mothorax readily, but even here dis- 
crimination in the selection of cases 
became far more stringent. 

The decline in the use of pneu- 
mothorax, which has been especially 
notable during the past decade, has 
been accompanied by an increase in 
the use of pneumoperitoneum in 
many institutions and by a growing 
interest in the latter procedure. The 
advocates of pneumoperitoneum 
have pointed out that it enjoys the 
obvious advantages of a temporary 
and reversible collapse measure 
without many of the disadvantages 
of pneumothorax. Experience with 
pneumoperitoneum has clearly dem- 
onstrated that, in competent hands, 
it is a relatively safe procedure, 
well tolerated by most patients. 
Serious complications occur very 
infrequently. Furthermore, there is 
little doubt that pneumoperitoneum 
is capable of favorably influencing 
the course of pulmonary tubercu- 
losis in many patients. 


Not in Full Agreement 


Up to this point, agreement 
among tuberculosis physicians is 
fairly uniform. Beyond this point, 
one encounters markedly divergent 
opinions and claims which are ex- 
tremely difficult to resolve. The 
evaluation of a therapeutic pro- 
cedure requires assessment not only 
of the immediate improvement 
which results but also of the ability 
of the procedure to produce sus- 
tained arrest of tuberculous lesions 
of various types. The difficulty of 
such evaluation in a disease as 
protean in its manifestations and 
as variable in its spontaneous be- 
havior as pulmonary tuberculosis 
has long been recognized. Among 
other things, data from the pro- 
longed observation of many treated 
patients are desirable and in the 
case of pneumoperitoneum such 
data are still rather limited. Never- 
theless, present evidence appears to 
justify certain conclusions. 

The advantages of pneumoperi- 
toneum are most apparent in the 
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treatment of patients with acutely 
active and progressive tuberculosis 
who are too ill for immediate thora- 
coplasty or resection and in whom 
the risks of complications from 
pneumothorax are especially high. 
Pneumoperitoneum often produces 
sufficient improvement to prepare 
such patients successfully for major 
surgery even though it is frequently 
inadequate alone to produce arrest 
of disease. Modern chemotherapy 
is frequently employed for this 
same purpose and the good results 
from chemotherapy have lessened 
the need for pneumoperitoneum in 


_ this particular role. Pneumoperi- 


toneum remains a valuable ad- 
ditional resource, however, and it 
is sometimes advantageous to use 
both pneumoperitoneum and chemo- 
therapy in patients of this type. 


Sometimes Preferable 


Also, it still appears logical to 
prefer a temporary collapse meas- 
ure to major surgery for the treat- 
ment of patients in whom the extent 
of disease and of pulmonary damage 
is limited—although this attitude 
may eventually be altered if the 
localized resection of tuberculous 
lesions becomes as feasible and as 
safe as present experience in a few 
clinics suggests. Pneumoperitoneum 
provides a satisfactory form of 
temporary collapse in many patients 
who cannot receive pneumothorax 
because of pleural adhesions. When 
the disease requiring collapse is 
confined to one lung, the potential 
effectiveness of pneumoperitoneum 
can usually be increased by com- 
bining it with phrenic paralysis. 
The advantages of the combination 
must, however, be weighed against 
the functional impairment which 
frequently results when phrenic 
paralysis is added. 

Neither pneumoperitoneum nor 
pneumothorax is likely to prove ef- 
fective in the treatment of patients 
with extensive destruction of lung 
tissue by caseation or cavitation— 
and this is especially true when 
these processes are chronic. When 

. . . Continued on page 47 


THE PRESIDENTS’ COLUMN 


By DAVID T. SMITH, M.D., President, NTA 


HE story of the elimination of 

leprosy from England in the 
Middle Ages, by strict isolation of 
the patients, was reviewed in the 
December issue of the BULLETIN. 
The opinion was expressed that 
tuberculosis could be eliminated 
from the United States by case find- 
ing, isolation, and treatment but 
not by BCG vaccination. The 
reasons for this opinion will be 
presented in this article. 


What Is BCG Vaccine? 


Drs. Calmette and Guerin, two 
French bacteriologists working in 
the Pasteur Institute in Paris, pre- 
pared the original BCG vaccine. 
' The term BCG is derived from the 
first letters of the name of the vac- 
cine which was Bacillus of Calmette 
and Guerin. The culture which they 
used was originally a virulent strain 
of a bovine tubercle bacillus that 
regularly produced fatal disease in 
guinea pigs and presumably would 
have produced tuberculosis in man 
had it been injected in this form. 
However, the organism lost its abil- 
ity to infect guinea pigs after being 
grown for a period of years on a 
medium of potatoes, glycerine, and 
bile. 


How Is BCG Used? 


This living but attenuated, or 
weakened, tubercle bacillus was in- 
troduced as a vaccine in France by 
its discoverers, Calmette and Guer- 
in. At first its use was limited to 
new born babies of tuberculous 
mothers. The infants were separat- 
ed from their mothers at birth and 
admitted to a special hospital where 
all the personnel was free of tuber- 
culosis. The vaccine was mixed with 
a little milk and fed by mouth to 
the infants during the first few 
days of life. During this time the 
intestinal mucosa is supposed to 
permit the passage of such materi- 
al from the intestines into the body 


without prior digestion. The result, 
as might have been expected, was a 
remarkable reduction in the mor- 
tality from tuberculosis in this 
group of infants. Calmette and 
Guerin attributed the results to the 
BCG vaccination, but physicians 
in other European countries and in 
the United States objected to the 
Frenchmen’s conclusion and point- 
ed out that they had no controls. 
Probably equally good results would 
have been obtained if the infants 
had been removed from their moth- 
ers and reared in an environment 
free of tuberculosis without the use 
of BCG. 


Results Uncertain 


When Calmette and Guerin were 
asked how many of the bacilli fed 
in milk actually entered the body, 
or whether indeed any of them did, 
they replied they did not know how 
many entered but some did because 
about one-half of the babies de- 
veloped a positive tuberculin test. 
They believed that all of the infants 
were immune even though approx- 
imately one-half still had negative 
tuberculin tests. This opinion was 
not accepted by physicians in other 
countries. Immunity, even relative 
immunity, may not be the result of 
the allergy which is responsible for 
the positive tuberculin test but usu- 
ally the two are found together and 
the positive tuberculin test is fre- 
quently the only objective proof 
that living tubercle bacilli have en- 
tered the tissues of the body. 

Later BCG vaccine was injected 
beneath the skin of children and 
adults in. Sweden and did induce a 
positive tuberculin test in 100 per 
cent, but, unfortunately, draining 
abscesses frequently developed at 
the site of the injection and in the 
regional lymph glands. The method 
of inoculation was subsequently 
modified by injecting a very small 


dose into the superficial layers of 
the skin or by depositing a drop of 
the vaccine on the skin and pricking 
it into the skin with the point of 
a sharp needle as is done in the 
vaccination against smallpox. Both 
of these methods induce a high per- 
centage of positive tuberculin reac- 
tion. The local lesions are insignifi- 
cant and heal in a few weeks and 
draining sinuses from the regional 
lymph glands are rare. 


BCG Vaccine Not Dangerous 


The original BCG vaccine was not 
a complete stabilized culture and in 
1925 Petroff of Trudeau Sanatorium 
of New York found that an occasion- 
al guinea pig developed progressive 
tuberculosis after inoculation with 
very large doses. The vaccine is not 
yet completely stabilized, but at the 
present time the methods of stand- 
ardization have been perfected to 
a degree which assures that BCG 
is entirely harmless when prepared 
by skilled workers in special labor- 
atories dedicated solely to this work. 
Thousands of doses of BCG have 
been given under rigidly controlled 
conditions in the United States. 
Hundreds of thousands have been 
given in Denmark and Sweden and 
millions in South America and 
Japan. 


Requirements for Effective Vaccine 


There are two simple require- 
ments for a new therapeutic agent: 
(1) It must be harmless; (2) It 
must be effective. BCG as now 
employed is harmless, but there is 
much difference of opinion about its 
effectiveness. The results from ani- 
mal experiments are not conclusive. 
After rabbits have been vaccinated 
against smallpox they are able to 
withstand without infection a rela- 
tively enormous dose of smallpox 
virus. After guinea pigs are im- 
munized against diphtheria toxin 
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they are found to resist 100 to 1,000 
times the usual fatal dose. But when 
guinea pigs are vaccinated with 
BCG and subsequently infected 
with virulent tubercle bacilli, they 
survive only minute doses. With 
moderate doses the vaccinated ani- 
mal always dies, but in a somewhat 
more leisurely manner than the 
control unvaccinated guinea pig. 


Perhaps the vaccine will be more 
effective in man than it is in ex- 
perimental animals, so we shall ex- 
amine some diseases in man for 
which we have effective vaccines 
and note in what respects they re- 
semble and how they differ from 
tuberculosis. 


Smallpox, Diphtheria, Typhoid 


The most reliable of all vaccines 
is the one which prevents smallpox. 
The vaccine used is a living virus 
which has been attenuated by pass- 
ing through the cow. Smallpox, un- 
like tuberculosis, produces a solid 
permanent immunity and there are 
no chronic carriers. Furthermore, 
one vaccination protects the indi- 
vidual for an average period of 
seven years. 


Diphtheria also gives permanent 
immunity and immunization with 
diphtheria toxoid affords adequate 
protection which lasts for a period 
of ten years. There are chronic car- 
riers of diphtheria but they offer no 
difficulty because of the excellent 
immunity produced by the toxoid 
immunization. 


A single attack of typhoid fever 
usually results in good immunity 
but an occasional individual does 
have a second attack. Typhoid vac- 
cine is relatively good but not near- 
ly as good as smallpox vaccination 
or diphtheria toxoid immunization. 
After typhoid vaccination some in- 
dividuals do get typhoid, especially 
if exposed to large doses. Further- 
more, the immunity does not persist 
at its maximum beyond one year 
and not at all beyond three years. 
There are chronic carriers of ty- 


phoid which in this case makes pro-. 


tection extremely difficult; hence, 
_ the control of the disease was actu- 


ally realized, not by vaccination at 
all, but by protection of the water, 
milk, and other food supplies, care- 
ful sewage control, and elimination 
of sources of contamination. 


TB Gives Little if Any Immunity 


There it not a known instance 
where a vaccine gives as good im- 
munity as having the disease and 
recovering. Unfortunately, tubercu- 
losis, unlike the diseases mentioned 
above, induces little if any immuni- 
ty. Indeed, as everyone knows, the 
patient who has recovered from 
clinical tuberculosis is even more 
likely to have a second attack than 
an individual who has never had the 
disease. Therefore, one cannot ex- 
pect very much immunity from 
BCG vaccination. It is unfortunate 
that the technical term “vaccine” 
was ever applied to the BCG prod- 
uct since it implies to the public 
that it is as effective as smallpox or 
typhoid vaccination. 

It is true that BCG vaccination 
has reduced the morbidity and mor- 
tality from primary tuberculous in- 
fections but, statistically speaking, 
the death rate from this form of 
tuberculosis is insignificant; most 
deaths from tuberculosis result 
from the reinfection or adult type 
of tuberculosis. 


Proper Use of BCG Vaccine 


The American Trudeau Society, 
Medical section of the National 
Tuberculosis Association, has ap- 
proved the administration of BCG 
vaccine to nurses, physicians and 
hospital attendants, who have nega- 
tive tuberculin tests, because these 
individuals are almost constantly 
exposed to tuberculous infection 
from known and unknown tubercu- 
lous patients. It also approves BCG 
for (1) the Indians, (2) inmates 
and attendants in institutions for 
mental patients, and (3) in slum 
areas in certain large cities where 
proper housing and living condi- 
tions have not as yet been achieved. 
For the same reason it is justified 
as a temporary expedient in some 
countries where the tuberculosis 
death rate is high and facilities for 
isolation and treatment almost non- 
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existent. The approval of the Tru- 
deau Society for the use of BCG 
under these conditions was given 
with the full knowledge that only 
slight protection would be achieved 
and in no sense as a substitute for 
an adequate program of case find- 
ing, isolation, and treatment. 


Expense and Difficulties 


The ATS does not approve the 
wholesale application of BCG vac- 
cination to the entire population of 
the United States. First, a pre- 
liminary tuberculin test with a 
needle, not with the patch test, 
would have to be performed on ev- 
ery individual not known to have 
tuberculosis. This is necessary be- 
cause those who are already tuber- 


_ culin positive can gain no additional 


protection from BCG and if they 
are vaccinated with BCG, by mis- 
take, a local ulcer forms which 
drains for weeks or months. The 
ulcer does no ultimate injury but 
it is not a good way to influence 
people and win friends. 


After the preliminary skin test 
those who are found to be tuber- 
culin negative, and this may be as 
high as 80 per cent in the midwest- 
ern states, can be safely vaccinated 
with BCG; but many individuals 
who have been successfully vacci- 
nated and develop a positive skin 
test will again revert to a negative 
test after one to two years. Since 
we cannot determine without re- 
testing which individuals have be- 
come tuberculin negative, this will 
necessitate the retesting of every 
vaccinated person at least once each 
year and the reinoculation of those 
who have become negative. This 
procedure must be carried on in- 
definitely year after year with the 
full knowledge that only a slight 
degree of protection is being given. 
The expense of such a project might 
very well exceed the total cost of 
the present control program. 


Would Complicate Program 


Although not actually harmful to 
the individual, the artificially in- 
duced positive tuberculin reaction 
with BCG would destroy the use- 


fulness of the tuberculin test as an 
indicator of the success of the pres- 
ent control program. By watching 
the decline, or rise, of spontaneous 
positive tuberculin tests in our 
school children, we have a much 
better criterion than the morbidity 
or death rate for measuring the 
effectiveness of our entire control 
program. It is our aim to eliminate 
all carriers of tubercle bacilli and 
have the entire population tubercu- 
lin negative. Without the tubercle 
bacilli there can be no tuberculosis. 


Success of Present Control Program 

The spectacular decline in the 
death rate from tuberculosis in 
Western Europe, Canada, Australia, 
New Zealand, and the United States 
in the past 50 years can be attri- 
buted in part to a general improve- 
ment in economic conditions and in 
part to a partially adequate pro- 
gram of case finding, isolation, and 
treatment. There has been no loss 
of virulence in the tubercle bacillus 
and in many parts of the world the 
death rate for tuberculosis has been 
steadily rising. 


The decline in the death rate in 
the United States from 140 per 
100,000 in 1915 to approximately 
26 in 1949 has been achieved with- 
out the use of BCG. In Denmark 
the death rate has. declined 
from 174 in 1918 to 30 in 
1947. Some BCG propagandists 
are inclined to attribute the 
decline in this Scandinavian coun- 
try to the use of BCG and to ig- 
nore the effect of improved econom- 
ic conditions and the standard 
methods of prevention. As a control 
for Denmark we should look at 
tuberculosis in Iceland. The Ice- 
landers came originally from the 
Scandinavian countries and they 
also live in a cold climate. No BCG 
vaccinations have been used in Ice- 
land and yet their death rate has 
dropped from 203 per 100,000 in 
1929 to 26 in 1949 following the 
introduction of an effective control 
program. 

The National Health Council will 


hold its 31st annual meeting in New 
York City, March 9. 


Public Health Service Consolidates 
TB and Chronic Disease Divisions 


ONSOLIDATION of the func- 
tions of the Division of Tuber- 
culosis and the Division of Chronic 
Disease in the Public Health Serv- 
ice into a new Division of Chronic 
Disease and Tuberculosis was an- 
nounced Jan. 31 by Federal Security 
Administrator Oscar R. Ewing. 


Decision to combine the two oper- 
ations, Mr. Ewing said, is due to the 
fact that tuberculosis has many 
characteristics in common with 
heart disease, diabetes, arthritis, 
and other chronic diseases and that 
many of the procedures which have 
been developed in the last several 
years in tuberculosis control work 
also are applicable to control of 
other long-term illnesses. 


Important Considerations 

Among the important considera- 
tions in dealing with all chronic or 
long-term diseases are the need for 
early case finding and diagnosis, for 
programs to assist patients in mak- 
ing economic and social adjust- 
ments, and, where necessary, for 
providing extended periods of hos- 
pitalization as well as rehabilitative 
and restorative services, Surgeon 
General Leonard A. Scheele of the 
PHS pointed out in recommending 
the consolidation to Mr. Ewing. Dr. 
Scheele said that the patterns which 
have been developed for meeting 
these problems in tuberculosis con- 
trol can be used to excellent advan- 
tage in dealing with the increasing- 
ly-important chronic diseases. 


One of the immediate advantages 
of the consolidation, according to 
Dr. Scheele, is the opportunity for 
more efficient and broader use of 
professional personnel. This is of 
more than usual importance, he 
said, because of mounting defense 
demands. 


The new division will be headed 
by Dr. Robert J. Anderson, who has 
served as chief of the Division of 
Tuberculosis for the last two and 


one-half years. A native of Minne- 
sota and a graduate of the Univer- 
sity of Minnesota School of Medi- 
cine, he has been with the Public 
Health Service since 1940, serving 
as assistant chief of the PHS Di- 
vision of Tuberculosis since Decem- 
ber, 1946. He succeeded Dr. Herman 
E. Hilleboe as chief of the division 
in September, 1948. He is a mem- 
ber of the American Trudeau So- 
ciety, medical section of the Na- 
tional Tuberculosis Association, and 
a member of the ATS Committee on 
Medical Research and Therapy, the 
Subcommittee on General Practi- 
tioners of the ATS Committee on 
Professional Education, and the 
ATS Council on Tuberculosis Nurs- 
ing. 


The Division of Tuberculosis was 
created in 1944. Its program has in- 
cluded: (1) financial aid to the 
states for tuberculosis control; (2) 
consultation services to state and 
local health departments and tuber- 
culosis hospitals; (3) assistance to 
cities of more than 100,000 popula- 
tion in conducting community-wide 
chest X-ray surveys; (4) extensive 
field and laboratory research activi- 
ties carried on in cooperation with 
health departments, universities, 
and medical research institutions, 
and (5) training of professional 
personnel in the field of tubercu- 
losis control. 


The Division of Chronic Disease 
was set up by the PHS in June, 
1949, to develop methods for meet- 
ing the increasingly recognized 
needs of the chronically ill. The di- 
vision has carried on demonstra- 
tions and pilot studies in the con- 
trol of diabetes, heart disease, obes- 
ity and high blood pressure, glau- 
coma, and in the restoration of 
chronically ill patients to normal 
living. A recent function has been 
the administration of financial 
grants to the states for heart dis- 
ease control. 
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VA-TB EXECUTIVES SET 
OKLAHOMA MEETING 


Executives of state tuberculosis 
associations in eight southwestern 
states will meet with Veterans Ad- 
ministration hospital representa- 
tives and chiefs of VA services from 
the same area on March 27 at Okla- 
homa City, Okla. 


The meeting will be the third in 
a series begun last June to bring 
together state tuberculosis associa- 
tion executives and key people in 
the VA for the purpose of establish- 
ing closer ties between the VA hos- 
pital and the community. Earlier 
meetings were held at Boston, 
Mass., and Atlanta, Ga. 


Dr. Herbert L. Mantz, tubercu- 
losis controller, Kansas City, Mo., 
will preside. Dr. Mantz is a past 
president of the National Tubercu- 
losis Association and chief tubercu- 
losis consultant for the VA. State 
tuberculosis association executives 
are expected to attend from Arkan- 
sas, Colorado, Kansas, Louisiana, 
Missouri, New Mexico, Oklahoma, 
and Texas. 


* 


EMPLOYMENT OF EX-TB'S 
REGISTERS STEADY GAIN 


A steady increase in employment 
placements of former tuberculosis 
patients by state departments of 
vocational rehabilitation is revealed 
in a 10-year compilation recently 
released by the Rehabilitation Serv- 
ice, National Tuberculosis Associa- 
tion. 

The data show a national total 
of 4,913 placements in 1950, a gain 
of 3,640 over the 1941 total of 1,237. 
Some states, such as Illinois and 
Michigan, show striking gains, 


others are less noticeable. Most of © 


the steadily increasing totals, ac- 
cording to Holland Hudson, director 
of the NTA’s Rehabilitation Serv- 
ice, reflect the result of increasing 
cooperation between educational 
and health agencies, especially be- 
tween tuberculosis associations, tu- 


- berculosis hospitals, and state di- 


visions of vocational rehabilitation. 


SHIFTS IN POPULATION 
SHOWN BY 1950 CENSUS 

Population shifts of vital import- 
ance in tuberculosis control plan- 
ning, including a ten year popula- 
tion gain of 48.8 per cent in the 
Pacific area, are reported by the 
U.S. Bureau of Census, Washington, 
D.C. 

Final 1950 census figures show a 
gain since 1940 of 14.5 per cent for 
the nation as a whole. In three 
states North Dakota, Arkansas, and 
Oklahoma, slight decreases are re- 
corded since the 1940 census. 

By regions the gains were as fol- 
lows: Northeast, 9.7 per cent; 
North Central, 10.8 per cent; South, 
13.3 per cent, and West, 40.9 per 
cent. 


1951 Annual Meeting 
. . . Continued from page 34 


following the conclusion of the pre- 
ceding annual meeting. The places 
of future annual meetings have 
been decided upon, tentatively, 
through 1954. Only through such 
advance planning is it possible to 
conduct annual sessions commen- 
surate with the present size and 
stature of the NTA, its medical sec- 
tion, the American Trudeau Society, 
and the National Conference of Tu- 
berculosis Secretaries. 

It is believed that the 1951 An- 
nual Meeting at Cincinnati will be 
unusually worthwhile to all indi- 
viduals interested in tuberculosis. 
The preliminary draft of the pro- 
gram is printed in this issue of the 
BULLETIN. Aside from the pro- 
gram itself, the physical facilities 
afforded by the Netherland Plaza 
Hotel are particularly favorable for 
a good meeting. The hotel has two 
very large meeting rooms which 
were recently reconstructed to give 
unusually good acoustics, and which 
will provide excellent space for 
simultaneous meetings of both Pub- 
lic Health and Medical Sessions. 

A unique feature of this meeting 
is that it is being held in Ohio in 
the year commemorating the fiftieth 
anniversary of the founding of the 
Ohio Tuberculosis and Health As- 
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sociation, and appropriate cere- 
monies at the time of the meeting 
are being planned by the Ohio asso- 
ciation. 


Local arrangements are in the 
capable hands of W. Kenneth Curf- 
man, director of the Anti-Tubercu- 
losis League of Cincinnati, who is 
chairman of the local committee on 
arrangements. 


Everyone interested in any way 
in the control of tuberculosis is 
cordially invited to attend the Cin- 
cinnati session. We would suggest 
that hotel room reservations be 
made at a very early date since this 
meeting gives promise of being one 
of the best and largest meetings 
ever conducted by the NTA. 


* 


ALA. TRAINING CENTER 
OPENED FOR TB PATIENTS 


Alabama passed another mile- 
stone in tuberculosis work in 
November, 1950, when the state’s 
first vocational training center for 
the tuberculous was opened at 
Montgomery. 


Constructed as a wing of the 
county sanatorium, the center was 
built and equipped by the Mont- 
gomery County Tuberculosis Asso- 
ciation with Christmas Seal funds. 
It will offer vocational training in 
sewing, typing, furniture repair 
and upholstery, beauty culture, 
woodwork, and carpentry under the 
supervision of the State Vocational 
Rehabilitation Service. 


* 


OKLAHOMA HOLDS FIRST 
TB TRAINING INSTITUTE 


Executive secretaries of local 
tuberculosis associations in Okla- 
homa met with the state association 
staff at Oklahoma City, Jan. 9-11, 
in the first in-service training in- 
stitute held in the state. 

Discussion at the institute cen- 
tered on health-education, public re- 
lations, personnel policies and prac- 
tices, office administration, and 
health education materials. 


GM SETS UP INSTITUTE 
OF INDUSTRIAL HEALTH 

Establishment of an Institute of 
Industrial Health at the University 
of Michigan, Ann Arbor, with the 
broad objectives of research, edu- 
cation, and service in industrial 
medicine, health, and safety, has 
been announced by General Motors 
Corporation. 

The $1,500,000 project, which is 
being set up in cooperation with the 
university, will implement, per- 
petuate, and expand the company’s 
already comprehensive employee 
health maintenance program. Find- 
ings of the institute in its wide 
range of research activities, in- 
cluding the prevention, diagnosis, 
and treatment of occupational dis- 
eases, will be made available to all 
companies and all employees of 
American industry. 

Also scheduled for expansion in 
the institute’s program is GM’s co- 
operative program between the 
company and the nation’s medical 
schools whereby graduates from 
these schools interested in indus- 
trial medicine are able to take in- 
plant training in GM plants. The 
institute will provide fellowships, 
scholarships, and hospital resi- 
dencies in industrial medicine, 
health, and safety. 


* 


CONNECTICUT TO HOLD 
TB NURSING WORKSHOP 


A one-week workshop in tubercu- 
losis nursing for Connecticut nurses 
will be held at the Yale University 
Department of Public Health, April 
2-6, the Connecticut Tuberculosis 
Association has announced. 

Similar in character to other 
workshops in this specialty being 
developed in other states and areas, 
the course is sponsored by the State 
Tuberculosis Commission, the Con- 
necticut State Nurses Association, 
the State League of Nursing Educa- 
tion, the Connecticut Tuberculosis 
Association, the Department of 
Public Health, Yale School of Medi- 
cine, and the Yale School of Nurs- 
ing. 


L. H. McLEAN, EXECUTIVE 
FOR MISSISSIPPI, DIES 


Logan H. McLean, executive sec- 
retary of the Mississippi Tubercu- 
losis Association since July 1, 1931, 
died Jan. 2 after a long illness. 

A native of North Carolina, Mr. 
McLean had made his home in 
Mississippi for the past 40 years. 
During his early life in the state 
he had been associated with an 
automobile firm in Jackson and had 
taken an active part in civic affairs. 

During the late ’20’s, Mr. McLean 
contracted tuberculosis and spent 
several years at the Mississippi 
State Sanatorium. It was then that 
he had become interested in anti- 
tuberculosis work, becoming ex- 
ecutive secretary of the state asso- 
ciation shortly after. 

In 1939, Mr. McLean wrote and 
published a history of the Missis- 
sippi State Sanatorium which was 
distributed widely. 

Mr. McLean’s death came just a 
few days before the midwinter 
meeting of state executive secre- 
taries at Colorado Springs, Jan. 16, 
and his memory was honored by 
the meeting in a resolution of ap- 
preciation of his “thoughtful con- 
tributions” to the deliberations of 
previous sessions. He had been a 
member of the National Conference 
of Tuberculosis Secretaries for 
nearly 20 years. 


Pneumoperitoneum 
. . . Continued from page 42 


the function of a lobe or of a lung 
has already been extensively im- 
paired by destructive tuberculosis 
the advantages of a temporary and 
reversible procedure no longer exist 
—for damage is irreversible. There- 
fore, unless the patient is a poor 
surgical risk it is unwise to elect 
pneumoperitoneum for such lesions 
in the hope of avoiding an imme- 
diately more formidable but ulti- 
mately more effective and more 
durable thoracoplasty or resection. 
The steady improvement in surgical 
techniques and the development of 
new surgical procedures during the 
past decade have made the alter- 


native of major surgery available 
with safety to far more patients 
today than was the case, say, 15 
years ago. The advent of effective 
chemotherapy has further accentu- 
ated this trend. These are additional 
factors which have resulted in a 
decreased use of pneumothorax 
during recent years. The legitimate 
need for the alternative of pneu- 
moperitoneum has been correspond- 
ingly reduced. 


Temporary Collapse Still Needed 

While modern surgery and mod- 
ern chemotherapy have materially 
reduced the legitimate indications 
for temporary collapse of a lung, 
the need for temporary forms of 
collapse therapy have by no means 
been eliminated. When temporary 
collapse is needed, and when risks 
of pneumothorax complications do 
not appear excessive, many physi- 
cians still prefer to try pneumo- 
thorax first, believing that an 
anatomically good collapse by pneu- 
mothorax is more reliable’ than 
pneumoperitoneum for the closure 
of cavities and the arrest of 
the tuberculosis. Pneumoperitone- 
um can, however, be employed even 
when pleural adhesions prevent 
satisfactory collapse by pneumo- 
thorax. Moreover, pneumoperitone- 
um can be employed with safety 
in many situations where the haz- 
ards of pneumothorax are known 
from experience to be excessively 
high. When pneumoperitoneum is 
thus employed, results are some- 
times definitive; at other times the 
procedure is not definitive but is, 
nevertheless, of value in producing 
sufficient improvement to make 
definitive surgical therapy feasible. 
Finally, pneumoperitoneum may 
produce improvement—though not 
often a cure—in patients with ex- 
tensive disease in both lungs and 
with poor respiratory function who 
are unable to tolerate any other 
form of collapse therapy or surgery. 

It is extremely important that 
the limitations of pneumoperito- 
neum be recognized. However, its 
value in the treatment of certain 
types of pulmonary tuberculosis has 
been clearly established. 
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TB COMMITTEE TO WORK 
WITH SEATTLE JAPANESE 


Formation of a special committee 
to conduct a year-round educational 
campaign among Seattle’s Japanese 
residents has been announced by 
the Anti-Tuberculosis League of 
King County (Wash.). 

Headed by Dr. Paul Shigaya, the 
committee includes representatives 
of the city’s various Japanese or- 
ganizations, the Seattle and King 
County Health Department, and the 
league. 

Dr. John Fountain, TB control 
officer, pointed out to committee 
members that, while tuberculosis is 
no more prevalent among the Japa- 
nese than among other racial 
groups, there is need for educa- 
tional programs among all groups 
and congratulated the committee on 
its approach to the problem. 


The proposed program includes 
press releases to Japanese news- 
papers, printed inserts on tuber- 
culosis distributed in the Japanese 
dailies, a film on tuberculosis at 
showings of Japanese movies, and 
a visit by the Christmas Seal X-ray 
unit to the Japanese community. 


* 


HOSPITAL NURSES AID 
CHEST X-RAY PROGRAM 

Nurses who received their train- 
ing at St. Joseph’s Hospital, St. 
Paul, Minn., have presented the hos- 
pital with X-ray equipment, thereby 
making possible a program of rou- 
tine chest X-rays for hospital ad- 
missions, personnel, and patients 
attending out-patient clinics. 

St. Joseph’s Hospital is the first 
private hospital in the state to in- 
augurate such a complete tubercu- 
losis protection program, according 
to the Minnesota Public Health 
Association. 

* 


TB ASSN. CHANGES NAME 


A change in name from the South 
Dakota Tuberculosis Association to 
the South Dakota Tuberculosis and 
Health Association was announced 
recently in the organization’s news 
letter, Health-O-Gram. 


PEOPLE 


Dr. Walter G. Rice, past presi- 
dent of the Vigo County (Ind.) 
Tuberculosis Society, died recently. 
Dr. Rice had served also as vice 
president and as a member of the 
society’s board of directors. 


Mrs. Martha McArthy is the new 
executive secretary of the Cass 
County (Ind.) Tuberculosis Associ- 
ation. Mrs. McArthy has served as 
general chairman for the county’s 
Christmas Seal Sale for the past 
four years. 


Miss Helen A. Davis has been 
named executive secretary of the 
Union County (Ind.) Tuberculosis 
Association, succeeding Mrs. Nellie 
F. Ross. 


Miss Judith Edes, a National Tu- 
berculosis Association trainee, has 
been appointed an area field repre- 
sentative for the Iowa Tuberculosis 
Association. 


Miss Alice B. Gallagher, ex- 
ecutive secretary of the Newton 
(Mass.) Tuberculosis and Health 
Association for the past two and a 
half years, resigned Feb. 1 to be- 
come rehabilitation director of the 
Middlesex (Mass.) Health Associa- 
tion. 


Miss Constance Austin has joined 
the staff of the Cambridge (Mass.) 
Tuberculosis and Health Associa- 
tion as health educator. 


Hoskins Deterly is the newly- 
elected president of the Adams 
County (Miss.) Tuberculosis As- 
sociation, succeeding his father, 
W. D. Deterly, who retired recently 
because of illness. 


Miss Julia M. Miller, R.N., is the 
new executive director of the Na- 
tional League of Nursing Educa- 
tion. Miss Miller succeeds Miss 
Adelaide A. Mayo. 
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Dr. Wilson G. Smillie has been 
named president of the New York 
(N.Y.) Tuberculosis and Health 
Association. Other new officers are 
Myron I. Borg, Jr., president-elect ; 
Dr. Foster Murray, first vice presi- 
dent; Frank S. Hackett, second vice 
president; Dr. A. J. Lanza, secre- 
tary, and Stuart W. Cragin, treas- 
urer. 


Miss Harriet Peat, formerly on 
the staff of the Maryland Tubercu- 
losis Association, has joined the 
staff of the New York (N.Y.) Tu- 
berculosis and Health Association. 
She is to inaugurate medical social 
service in the Lower Harlem Tuber- 
culosis Clinic of the New York City 
Health Department. 


Dr. Eleanor deForest Baldwin, 
assistant professor of medicine, Col- 
lege of Physicians and Surgeons, 
Columbia University, died Jan. 16 
after a long illness. A member of 
the American Trudeau Society, Dr. 
Baldwin was a specialist in chronic 
lung and heart diseases. She was 
an assistant attending physician at 
Presbyterian Hospital and director 
of its cardio-respiraiory laboratory 
and a visiting physician of the chest 
service of Bellevue Hospital. 


I. B. McDowell has been named 
president of the Trumbull County 
(Ohio) Tuberculosis and Health 
Association, succeeding J. Howard 
Patton. 


Miss Madelyn Seabright, execu- 
tive secretary of the Wyoming Tu- 
berculosis and Health Association 
was recently delegated by the 
Wyoming Congress of the Parent- 
Teachers Association to attend a 
legislative conference of the organ- 
ization in Chicago. Following the 
Chicago meeting, she attended the 
Mid-Century White House Confer- 
ence on Children and Youth, repre- 
senting both the tuberculosis asso- 
ciation and the parent-teacher 
association. 
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